A new microsurgical closure of the soft cleft palate was done in ten cases. The essence of the surgical procedure is summarized in three points;
A new microsurgical closure of the soft cleft palate was done in ten cases. The essence of the surgical procedure is summarized in three points; 1) a pancaked shaped musculomucosal flap of the soft palate and if necessary mucoperiosteal flap of the hard palate, 2) a whole layer Z-plasty at the palatopharynge:l muscle region, and 3) muscle sling of the levator veli palatini muscle.
This surgical approach never exposes the retromolar region, which is a growth center, nor reveres the lesser palatine nerve. Therefore, we expect a he ter grow growth of the maxillary and palatal bones, and less chance of anesthesia of the soft palate and of atrophy of the mucosal gland. Under the operating microscope, it is easy to separate the oral mucosa, the levator veli palatini muscle and the nasal mucosa into the three layers from the posterior edge of the palatal bones without any perforation of the nasal mucosa. The flap of the levator veli palatini muscle is only dissected out a two third in length from the cleft margin to the retromolar region ( Fig. 2-b) , and transposed into the normal anatomical place. By this maneuver, the lesser palatine nerves and the tendon of the tensor veli palatini muscle are never exposed into the surgical field, and the hamulus process is not fractured.
The nasal mucosa is approximated with 5-0 Dexon interrupted sutures, and special care should be taken when suturing the immediate portion of the hard palate, where is most delicate part on this operation and the flap has been already cut in the pancaked shape. Only thick pancaked portion of each flap is approxi mated by the suture under the operating microscope, and never insert the needle into the nasal mucosa itself in order to avoid the postoperative perforation. One side (5-10 mm long) of the oral mucosa at the most anterior part is shaved off and sutured. Then, the levator muscle flaps are brought together in the normal position and sutured into an overlapped position (Fig. 2-c and 4) . A lengthening procedure, contrary to the conventional static push-back surgery, is performed by a whole layer Z-plasty over the palatopharyngeal mus cles. Hopefully, this tightening procedure will do a better velopharyngeal closure in an early postoperative days as well as even one year after surgery (by a muscle vector action, as observed in an early triangular method of the cleft lip repair).
A Z-plasty is closed in the two layers. The nasal mucosa is approximated with 5-0 Dexon and the oral mucosa with 5-0 black braided silk interrupted sutures except for the layer over the levator veli palatini muscle, where 4-0 black braided silk sutures are used (Fig. 5, 6 ). A pancaked shaped flap should be more bulky from the hard palatal margin to the levator veli palatini muscle, where is most difficult part to approximate the flaps at the midline. Making the pancaked shaped flap in the hard palate, it is important to pay an attention for bleeding from the cut end of the lateral side of the hard palate, because of its nearness to the great palatine neurovas cular territories. Electrocoagulation does a job with satisfaction.
A levator sling is not a new technique but it is important to have a good adaptation of the muscle at the midline, especially in order to avoid a submucous cleft effect. 
